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I nterpretation of transference is one of the key components of dynamic psychotherapy. However, which patients are best suited for this technique has been debated. Mainstream clinical thinking has maintained that transference interpretations are anxiety-provoking and should therefore be used only for less disturbed and suitable patients in brief dynamic psychotherapy, 1-2 although empirical research on this is contradictory. 3 In the FEST study, 4 patients (n = 100) were randomized to receive brief dynamic psychotherapy with either a moderate level of transference interpretations or without transference interpretations. There was no difference in the effectiveness of the 2 treatments; for the typical (average patient) the 2 treatments were equally effective on all 4 outcome measures. However, in patients with a history of less mature object relations, brief dynamic psychotherapy with transference interpretations was more beneficial than therapy without such interpretations. For patients with mature object relations, there were small negative effects of transference interpretations. 4 Patient variables that influence treatment outcome are either predictors or moderators of outcome. [5] [6] [7] [8] Both predictors and moderators are pre-treatment variables that affect the strength or direction of a treatment response. Predictors do so regardless of treatment condition. Moderators, however, differentially influence outcome depending on treatment condition. For instance, in clinical theory, analysts recognize that sex contributes to transference, 9 although several research reviews indicate that, on average, men and women respond similarly across different types of psychotherapy. [10] [11] [12] [13] Only a small number of studies found women to be more responsive to psychotherapy than men. 14 Almost all studies have explored sex as a general predictor. Only 2 studies have explored sex as a moderator in individual psychotherapy, testing whether men and women responded differentially to different psychotherapy treatments.
Zlotnick et al 15 searched for predictor and moderator effects of sex in the National Institute of Mental Health Collaborative Study on Depression. The patients received short-term interpersonal therapy, cognitive-behavioural therapy, imipramine plus clinical management, or placebo plus clinical management. No significant predictor or moderator effects of patient sex were found. A study by Ogrodniczuk et al 16 is the only study, to our knowledge, showing a moderator effect of sex in individual psychotherapy. They reported that male patients had better outcomes in interpretive therapy than in supportive therapy, while female patients had better outcomes in supportive therapy, compared with interpretive therapy.
Our study examines differences in outcome for men and women receiving brief exploratory psychodynamic psychotherapy, either with or without transference interpretations. After reviewing the literature on sex and psychotherapy, we predicted the following: patient sex will not predict outcome across treatments, and men and women may respond differently to dynamic therapy, with or without transference interpretations.
Method
Detailed descriptions of our study's research design and methods have previously been published 4, 17, 18 and are briefly described here. It should be noted that treatment effects in this dismantling study mean effects of transference interpretations.
Participants
The patients that were referred to the study therapists suffered from mild to moderately severe psychiatric disorders and interpersonal problems. Patients with psychosis, bipolar illness, organic mental disorder, or substance abuse were excluded. One hundred patients were included in the study.
Assessment
The Regional Committee, Health-Region 1, Norway, approved the study protocol. Before randomization, each patient, after giving written consent, had a 2-hour psychodynamic interview, modified after Malan 19 and Sifneos. 20 The patients completed numerous self-rating instruments including GSI (total mean score of the Symptom Checklist-90-Revised) 21 and the IIP-C. 22 The Axis-I diagnoses were based on the clinical history and assessment of background variables by the patient's therapist. The diagnoses were discussed by the therapist and at least one of the other clinicians, according to the DSM-III-R criteria, until consensus was reached. Axis-II diagnoses were determined using the Structured Clinical Interview for the DSM-III-R. 23 Patient Sex 
Therapists and Evaluators
Patients were assigned to 1 of 7 therapists, depending on availability. The therapists, who also served as clinical evaluators of other patients, included 6 psychiatrists and 1 clinical psychologist. There were 5 men and 2 women. All had 10 to 25 years of experience in practicing psychodynamic psychotherapy. They were all trained to give either treatment with a moderate frequency of transference interpretations (1 to 3 per session), or treatment without such interpretations, with equal ease and mastery. Only the patient's therapist learned the result of the random assignment procedure. The other clinicians remained blind to the patient's treatment group. All raters were blinded as no therapist ratings of their own patients were included in any of the statistical analyses.
Treatments
Patients were randomly assigned to 1 of 2 treatment groups. Fifty-two patients received dynamic psychotherapy with a low-to-moderate use of transference interpretations (the transference group). Forty-eight patients received dynamic psychotherapy of the same kind with the same therapists, but without transference interpretations (the comparison group). The patients were offered 45-minute weekly sessions for 1 year. All sessions were audio recorded. A treatment manual in Norwegian was published in 1990. 24 For the transference group, specific techniques were prescribed, including: the therapist addressed transactions in the patient-therapist relationship, encouraged exploration of thoughts and feelings about the therapy and the therapist, and interpreted direct manifestations of transference. Repetitive interpersonal patterns were linked to the transactions between the patient and the therapist. In the comparison group, these techniques were proscribed. In this group, the therapist consistently used material about interpersonal relationships outside of therapy as the basis for similar interventions (extra-transference interpretations), without any link to the interaction between the patient and the psychotherapist. Both treatments were mainly exploratory in nature. Patients in both treatment groups were encouraged to explore sensitive topics, which often involved uncomfortable emotions, but the therapist abstained from providing guidance or giving advice, praise, or reassurance.
Outcome Measures
In our study there were 4 outcome measures, 2 clinician-rated and 2 self-reported by the patient. As none of the available instruments for measuring clinician-rated psychodynamic changes were considered sensitive enough to capture statistically significant changes during brief therapy, the PFS were developed in the pilot phase of the FEST study. 3, 25 At least 3 clinical raters were used on each evaluation at preand post-treatment, and the interrater reliability estimates (intraclass correlation coefficient, 2-way random absolute agreement) for average scores used in our study were about 0.90 for the PFS. The GAF was used as the clinician-rated symptom measure. For the GAF, the interrater reliability estimates for average scores of 3 raters were more than 0.90. IIP-C 22 total mean score was used to assess patients' self-reported interpersonal problems. The GSI was the measure of self-reported symptom distress. 21 The self-reported measures were taken at pre-, mid-(session 16), and post-treatment. PFS and IIP-C were used to measure so-called structural or dynamic changes. GAF and GSI were used to measure function and symptoms.
QOR was a pre-selected putative moderator in the study protocol. QOR was measured on three 8-point scales: evidence of at least one stable and mutual interpersonal relationship in the patient's life, history of adult sexual relationships, and history of nonsexual adult relationships. QOR measures the patient's lifelong tendency to establish certain kinds of relationships with others, from mature to primitive. 4 For the QOR, interrater reliability for the average scores of 3 raters was 0.84. The predetermined cut-off value for high, compared with low, QOR scores was 5.00.
Statistical Analysis
A standard power calculation (end point analyses) indicated that moderate effects between groups (ES = 0.55) could be detected with an alpha level of 0.05 and a power of 0.80. An alpha level of 0.10 was used for the moderator analyses and the subgroup analyses to offset the risk of type II errors.
We used linear-mixed models to analyze longitudinal data (SPSS, version 15.0). 28 "Subject" was treated as a random effect. A randomly distributed intercept and slope (over time) were fitted for each patient. Time was coded 0, 1, and 2. Time and intercept were treated as both random and fixed effects, while treatment group was treated as a fixed effect. The fixed effects are the tests of the average intercepts and slopes between the 2 treatments. Restricted maximum likelihood estimation yielded the best goodness-of-fit measures. An unstructured covariance matrix provided the best goodnessof-fit measures for the self-reported outcome measures, with 3 data points. An unstructured covariance matrix places no demands on the variance and covariance structure of the data. For the clinical outcome measures, with only 2 time points, a variance components covariance matrix was used. To explore the predictor effects of sex, we performed several mixed-model analyses with intercept, time, sex, and Time × Sex as fixed effects. The fixed effects in the moderator analyses were time, Time × Treatment, moderator, and Time × Treatment × Moderator. By using this model, we assume that group means at baseline are equal, by design. 26 The moderator is time-invariant and may also have an effect at baseline. Treatment group was coded as 1 and 0. Sex was coded as 1 = men, and 0 = women. The 2-way interaction terms in the moderator analyses may therefore be interpreted as treatment effects for women. The 3-way interaction terms are changes in the treatment effects over time as moderator changes (tests of moderator effects).
As it has previously been reported that QOR is an important moderator of treatment effects, 4 we also explored whether sex had a moderator effect over and above the effects of QOR. QOR was centred at the average level on the low QOR subsample. In these analyses, Time × Treatment may therefore be interpreted as treatment effects for women with low scores on QOR.
Clinically significant change has to do with a return to normal functioning. In this study, reliable change was calculated according to formulas from Jacobson and Truax. 30 Cut-off scores for nonclinical samples were calculated based on community samples of subjects who had been screened and found to be asymptomatic. 31 No normative data exists for the PFS and GAF; however, in the descriptive levels of the scales a score of 71 or higher is defined as normal functioning. The proportion of recovered cases in the 2 treatments, within subgroups of different moderator levels, is used to illustrate the direction of some significant moderator effects.
Results
One patient assigned to the comparison group withdrew from the study after the randomization. Four other patients, also in the comparison group, dropped out of therapy before session 15.
Patient Characteristics at Baseline
As shown in Table 1 , the randomization procedure was successful. Table 1 also shows the pre-treatment patient characteristics. We did not detect any difference on any measured pre-treatment variables including demographic, diagnostic, initial severity, personality, interpersonal functioning, and expectancy among the whole patient sample between the 2 treatment groups. For men and women, we found very few differences in a comparison of the mean scores on a large number (101) of pre-treatment patient characteristics. As expected, on average, men had a higher educational level and were more likely to be employed. On IIP-C, men described themselves as significantly more dominant and hostile, compared with women. Before treatment, we did not detect any significant differences between the 2 treatment groups, in either men or women, on any of the 4 outcome variables (PFS, IIP-C, GAF, and GSI). QOR scores were also equal between men and women (men [n = 44] 5.0, women [n = 56] 5.1).
Treatment Fidelity
Treatment length was equal in the transference and comparison groups, 34 (SD 6.1) and 33 (SD 6.6) sessions on average, respectively. The use of specific transference techniques differed significantly between the treatment groups. The average score in the transference group was 1.7 (SD 0.7, moderately used) and the average score in the comparison group was 0.1 (SD 0.2, nearly not at all used), a significant difference (t = 14.8, df = 58.2, P < 0.001) between the treatment groups. The treatment fidelity was excellent. 4
Therapist Effects
We did not detect any differences in effectiveness between therapists. However, it should be noted that this study did not have the power to detect small-to-moderate therapist effects.
Predictor and Moderator Analyses of Patient Sex
Using linear-mixed models, we found no significant predictor effects of sex, indicating that men and women improved equally across treatment conditions.
Using the 2 primary outcome measures, PFS and IIP-C, we did not detect any significant moderator effects of sex. Using the 2 secondary outcome measures, GAF and GSI, patient sex did have significant moderator effects. In Table 2 , the moderator analyses are shown.
Time × Treatment × Sex was significant with both GAF and GSI as the dependent variables. Table 2 shows that female patients responded significantly better than men to transference interpretations, whereas men responded significantly better than women in the comparison condition. When including the pre-treatment differences between men and women as covariates in the model, the moderator findings became stronger for both outcome measures.
In Table 3 the linear-mixed model analyses including both moderators are shown.
The moderator effects of sex are controlled for the main and moderator effects of QOR. Sex was also a moderator over and above the moderator effects of QOR on both outcome measures, GAF and GSI (Time × Treatment × Sex was significant). The typical women with low scores on QOR showed a significant positive effect of transference interpretations (Time × Treatment was significant) using GAF as the outcome variable, but not when using GSI. Using GAF as the outcome measure, the direction of the moderator effects of sex, and also the combined moderator effects of sex plus QOR, are illustrated in Figure 1 . Figure 1 shows the proportion of recovered cases in the 2 treatments. Transference interpretations led to more recovered cases for women, but fewer recovered cases for men. Figure 2 shows the proportion of recovered cases in the 2 contrast groups; the high QOR men and the low QOR women. The effect of transference interpretations is positive and large for low QOR women, and negative and large for high QOR men. Within the subsample of women with low QOR scale scores (n = 22), the proportion of recovered cases was 3 times higher after therapy with transference interpretations than after therapy without transference interpretations. Conversely, in the subsample of men with high QOR scale scores (n = 21), the proportion of recovered cases was more than 3 times higher if transference interpretations were not used.
Discussion
In accordance with earlier research findings, we found that patient sex did not predict outcome across treatments. Our empirical findings are in line with reviews presented by Beutler et al. 32 However, our study revealed a significant interaction between patient sex and the 2 forms of brief dynamic interpretive psychotherapy, with or without transference interpretations. The 2 secondary outcome measures GAF and GSI are believed to measure symptom changes. Using these measures, we found statistically significant moderator effects of sex on the effect of transference interpretations. Women did better in therapy with transference interpretations, whereas men did better without. With the 2 primary outcome measures, intended to reveal structural or psychodynamic changes (PFS and IIP-C), we found no significant moderator effects of sex. It may be that symptom changes occur before psychodynamic changes. This should be explored using long-term follow-up data.
The moderator effect of sex also emerged over and above that of QOR. Looking at both of these moderators, we see a strong positive effect of transference interpretation among female patients with poor relational functioning. Conversely, we Influential theorists maintain that the ongoing interaction between patient and psychotherapist is heavily influenced by the patients' past relationships and affective experiences. Focusing on the themes and conflicts that arise in the therapeutic relationship would therefore have immediate affective resonance. An interpretive focus on the patients' relationships outside of therapy (extra-transference interpretation) may imply more distance and intellectual speculation. 33, 34 A recent study, 35 with mainly female patients with borderline personality disorder (84 women and 6 men), showed significantly greater improvements in attachment organization and reflective function after 1 year of transference-focused psychotherapy, compared with 2 other treatment conditions. With transference interpretations, it might be that women found the relationship with their therapist more personal and affectively expressive. It is also possible that female patients with few or immature relations profit even more from transference interpretations as they may experience therapy and the therapist as a new and positive experience characterized by empathy and affiliation. In transference therapies, the therapists encouraged exploring the patients' thoughts and feelings about the therapists. For men, therapy without transference interpretations may fulfil their need for more distance and autonomy, at least in brief treatment. It is possible that male patients may experience a sense of competition with male therapists when focusing on the relationship between the 2 of them.
With the IIP-C, men described themselves as significantly more dominant and hostile, compared with women. Two studies 36, 37 have found that patients describing themselves as more dominant were less responsive to supportiveexpressive dynamic psychotherapy, which is not directly comparable with the brief dynamic psychotherapy in the FEST study. However, with patients characterized by greater dominance and hostility, the therapist (and the patient) may find it difficult to focus on transference. However, our analyses showed that pre-treatment variations between sexes could not explain the outcome differences.
Ogrodniczuk et al 16 discussed the possibility that women may prefer a closer and more personal relationship with their therapist, whereas men may prefer a more neutral relationship to support their sense of independence. If men generally profit most when retaining a feeling of independence, this may be even more important for healthier men with good relational functioning. 
Limitations
A possible limitation in our study is that there were 5 male therapists and only 2 female therapists. Another limitation may be that we used a relatively small group of specifically trained psychotherapists, which is good for internal validity but less than optimal for generalizing to standard practice. The study was not large enough for precise estimates of effect size. The population estimates may range from small to large. We do not know whether our findings can be generalized to long-term psychotherapy and psychoanalysis.
Conclusion
We found that patient sex was a moderator of the effects of transference interpretations, indicating that women improve more with therapy involving transference interpretations, whereas men improve more without transference interpretations. Women with poor relational functioning benefited significantly more from dynamic psychotherapy with transference interpretations. Conversely, men with better relational functioning benefited much more in dynamic psychotherapy without transference interpretations. Our findings indicate that exploring sex as a moderator in psychotherapy studies may be worthwhile. Future research should explore long-term effects.
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Résumé : Le sexe du patient comme modérateur des effets d'interprétation de transfert dans une étude randomisée contrôlée de psychothérapie dynamique
Objectif : Examiner si les hommes et les femmes répondent différemment à une brève psychothérapie dynamique, avec ou sans interprétations de transfert.
Méthode : Les données de la première étude expérimentale de l'interprétation de transfert ont été utilisées. Les patients (n = 100) ont été randomisés pour recevoir 2 psychothérapies dynamiques différentes pendant 1 an, soit avec un niveau modéré d'interprétations de transfert, soit sans interprétations de transfert. Les mesures de résultat utilisées étaient les échelles du fonctionnement psychodynamique, la version circomplexe de l'inventaire des problèmes interpersonnels, l'évaluation globale du fonctionnement (GAF), et le score total moyen à la liste des symptômes-90-texte révisé (indice de gravité global [GSI]). Le changement était évalué à l'aide de modèles linéaires-mixtes.
Résultats : En moyenne, les hommes et les femmes répondaient également aux traitements. Les analyses des effets modérateurs, utilisant les 2 mesures de résultat secondaires GAF et GSI, ont démontré que les femmes répondaient mieux à la thérapie avec interprétations de transfert, comparativement aux hommes, alors que les hommes répondaient mieux à la thérapie sans interprétations de transfert, comparativement aux femmes. Quand le sexe modérateur était combiné avec la qualité des relations d'objet (QRO) modératrice, un effet marquant en ressortait : les hommes ayant une QRO élevée présentaient un effet négatif important d'interprétations de transfert, et les femmes ayant une faible QRO présentaient un effet positif important.
Conclusions :
En ce qui concerne les changements de symptômes, les femmes répondaient mieux à la thérapie avec interprétations de transfert, alors que les hommes répondaient mieux à la thérapie sans interprétations de transfert. Le sexe du patient montrait des effets modérateurs en plus des effets modérateurs de la QRO.
